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Compression of the spinal cord due to herniation or extrusion of a soft cervical disc is an eminently treatable condition with a favourable prognosis after excision of the disc. '4 By contrast, in patients in whom the compression is due to cervical spondylosisthat is, narrowing of the spinal canal at several levels by ligamentous hypertrophy and osteophytic bars-medical treatment is often unsatisfactory and the value of surgery debatable.58 Cervical spondylosis is a common incidental finding in the elderly, so when older patients present with compression of the spinal cord plain cervical radiographs will often show gross degenerative changes. If these changes are then interpreted as the cause of the patient's symptoms and signs (that is, "cervical spondylotic myelopathy") a coexisting prolapse of a cervical disc, which will be radiolucent on plain radiography, may be overlooked. The problem of making an accurate diagnosis is complicated further in the elderly by the prevalence of other conditions that can mask compression of the spinal cord such as osteoarthritis of the hips, stroke, and the carpal tunnel syndrome.
Case report
An 82 year old woman was fit and well, living independently, until six weeks before admission, when she noticed neck pain of gradual onset accompanied by numbness and clumsiness in both hands. She found her hand symptoms particularly disabling and was unable to cope with everyday tasks such as fastening buttons and writing. She then progressively developed severe difficulty in walking because of leg weakness and unsteadiness on her feet. During the two days before admission she was unable to dress, walk, or feed herself without help.
On examination she had spastic tetraparesis of Medical Research Council grade 3 distally. There was considerable impairment of joint position sense, which was worse in the arms than the legs. Plain cervical radiographs showed severe spondylotic changes at several levels. A metrizamide myelogram, however, showed that the cause of the spinal cord compression was a typical prolapse of the intervertebral disc at C3/4 (figure).
Two days after myelography she underwent anterior cervical discectomy without fusion. This operation has been described in detail elsewhere. Postoperatively both spasticity and joint position sense were improved within 24 hours. Three days after surgery she was walking, and when reviewed as an outpatient two months later she was leading an active, independent life. Discussion Degenerative changes in the cervical spine are so common in the elderly as to be regarded as an inevitable consequence of aging. It is therefore important to realise that in older patients who present with compression of the spinal cord acute prolapse of a cervical disc may accompany spondylosis at several levels in the cervical spine. Unlike spondylotic myelopathy, which has a variable and often disappointing outcome after surgery, myelopathy due to a prolapsed intervertebral disc carries an excellent prognosis after excision of the disc.
Of 86 patients aged over 60 (range 62-83) with cervical spondylotic myelopathy referred to one of us (SAO'L) from 1982 to 1986, 19 were found to have a prolapsed soft cervical disc (14 at the C3/4 level, two at the C4/5 level, and three at the C5/6 level; four patients also had a less prominent prolapse at an adjacent space). At presentation the arms showed spasticity in eight cases, weakness in 11, and loss of joint position sense in seven, while the legs showed spasticity in all 19 cases, weakness in 17, and loss of joint position sense in seven; four patients had retention of urine. Most patients gave a short history (more than 60% had had their symptoms for less than 12 weeks (range 2-78 weeks)), but a much longer history clearly does not exclude the possibility of prolapse of a cervical disc. Our study confirms the experience of others-that even severely disabled patients can make a full functional recovery (outcome was good or excellent in 15 of 17 patients with moderate or severe disability preoperatively) and reinforces the claim that reliefofcompression of the cord by excision of a prolapsed disc carries an excellent prognosis.
Prolapse of a cervical disc may be more common in elderly patients than is generally realised. Spondylotic changes with or without spontaneous fusion of the vertebral bodies occur predominantly in the lower part of the cervical spine, and Keyes and Compere suggested that the reduced mobility that results causes added strain on intervertebral discs at higher levels.9 Our data support this view. Restriction of movement due to spondylotic changes or spontaneous fusion (five cases) occurred predominantly in the lower cervical spine, yet in all but three cases the cervical disc protruded at the C3/4 or C4/5 intervertebral level.
The syndrome of "numb, clumsy hands" due to impaired proprioception and fine motor control, a common finding in our series, was shown by-Good et al to be an under-recognised manifestation of high cervical myelopathy.'°It may be the patient's only complaint, and on examination loss of joint position sense will be more severe in the hands than the legs. Although there seems to be a direct association between loss of proprioception in the arms and disc prolapse in the upper cervical spine, anterior compression of the spinal cord alone could not explain this selective impairment of posterior column function. O'Laoire and Thomas suggested that backward displacement of the cord by a herniated disc is restricted by the posterior rootlets and, because of their attachment adjacent to the cuneate fasciculus, this would lead to distortion of the posterior columns, the cuneate more than the gracile fasciculus. 4 Whatever the underlying mechanism, it is important to recognise this disabling feature of high cervical myelopathy as excision of the disc may bring about a rapid and full recovery.
We believe that prolapse of a cervical disc as a cause of compression of the spinal cord is under-recognised in the elderly. It is important to consider this diagnosis in older patients who present with leg weakness or numb, clumsy hands and vital to determine whether they have a prolapsed cervical disc or cervical spondylotic myelopathy. The common management of cervical spondylotic myelopathy by immobilisation in a cervical collar or decompressive laminectomy is inappropriate for compression ofthe spinal cord due to a prolapsed cervical disc.
(Accepted 14 July 1986) Should a patienu with mild gout be advised to avoid any particlarfood or drink?
It is not necessary for a patient with gout to avoid any particular food or drink now, given that a normal diet is being consumed and that alcohol is being taken in moderation. A diagnosis of gout implies intermittent episodes of acute crystal induced arthritis and hyperuricaemia, the diagnosis being confirmed fina}ly when necessary by the detection of urate crystals in joint fluid examined by polarised light microscopy. Mild gout, therefore, can only mean infrequent gouty attacks, serum uric acid concentrations only minimally raised, and the absence of tophaceous deposits such that long term treatment aimed at lowering serum urate concentrations is not indicated. Should the gout become more severe then long term treatment with allopurinol (or occasionally probenecid) is indicated. In either case strict adherence to a low purine diet is likely to reduce only marginally the serum urate concentration in comparison with the effect of modern potent drugs. Thus 
